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Abstract: The aim of the study is to present a new and efficient way of measuring the quality of
life among older populations, with special attention to morale, positive outlook on life and ageing.
The measure is based on the Philadelphia Geriatric Center Morale Scale (PGCM), originally consisting
of 22 items. The growing numbers and proportions of older people among European populations has
increased the need to obtain more reliable data on their needs, values, life experiences and overall
quality of life. Using data from six surveys conducted in the Czech Republic, we have formulated
a three-item positive outlook on life and ageing (POLA) scale. Our analyses are divided into three
steps: (1) constructing the scale and testing its internal consistency; (2) testing the scale’s external
validity using mean comparisons and correlation coefficients; and (3) determining the factors affecting
a positive outlook on later life, such as gender and education. We have confirmed that the three-item
approach to measuring positive outlook on ageing as a part of morale is highly applicable to surveys,
producing compelling results in assessing important quality-of-life sub-concepts, such as subjective
health, subjective age, and loneliness.
Keywords: views on ageing; measurement; Philadelphia Geriatric Center Morale Scale; PGCM;
ATOA; morale; quality of life; positive outlook; POLA
1. Introduction
The demographic change resulting in growing numbers and proportions of older people in
European populations [1] has increased the need for better understanding the key aspects of active and
successful ageing [2,3], life satisfaction, and quality of life among older adults. Even though population
ageing does not necessary imply a declining living standard, a decrease in economic productivity and
increased costs of social and health care [4], the systemic consideration of public policies reflecting the
well-being of older adults is warranted across countries [4–6] in order to address the various challenges
related to the multifaceted and multi-layered changes brought about by ageing processes for both
societies and individuals.
Reflecting upon the well-being and quality of life among older populations using psychological
measures represents a long-term interest within the field of gerontological and geriatric research [7–14].
Emphasis on the subjective experience of individuals and their psychological well-being has become
the basis for morale and quality-of-life studies [15]. The most popular measure among gerontological
studies, alongside the Life Satisfaction Index and the Affect Balance Scale, is the Philadelphia Geriatric
Center Morale Scale (PGCM/PGCMS) [16]. As confirmed recently by Klusmann et al. [7], the PGCM
scale is the second most often cited measure for assessing views on ageing, being quoted more than
783 times in the Web of Science database, with an average of 18 citations per year.
In this study, we seek an alternative way of measuring the quality of life among older populations,
with special attention to morale. We propose a new succinct measure of positive outlook on life
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and ageing, reflecting aspects of the greater socio-gerontological concepts of happiness, optimism,
energy, and sense of purpose. The original PGCM scale consists of twenty-two items, creating
considerable demands in terms of space, time, and expense when used in surveys among older people.
Therefore, many variants have been proposed with fewer factors [17] or items, including, for example,
seventeen- [18], fifteen- [19], or eleven-item variants [20]. Several studies have also used just one
subscale of the PGCM, the five-item Attitude Towards Own Ageing (ATOA), as a stand-alone measure
to study the self-perception of ageing as an important indicator of both subjective and more objective
later life conditions and outcomes [21–25].
Using data from six different surveys conducted in the Czech Republic, we formulate a three-item
morale scale based on the PGCM and the ATOA as a departure point, to propose a succinct yet
useful indicator for measuring positive outlook on the process of ageing and later life. We proceed
from the premise that a positive response to a zest for life enables people to adapt more positively
to changes in life and to accept future events in more accommodative ways; previous studies have
suggested that if people cope with old age more successfully and approach life with greater optimism,
they also feel more useful and show higher levels of life satisfaction [26,27]. The phenomenon that
we might call “an awareness of ageing processes” has been studied from various angles. Empirical
research identifies several antecedents of awareness of ageing processes, such as sociodemographic
“background” variables, physical health and physical functioning, cognition, psychological well-being
and mental health, psychological variables (e.g., personality, anxiety), and life events: “In general,
more positive manifestations on these variables are accompanied by a more positive perception
and evaluation of the ageing process. Moreover, awareness of ageing processes is longitudinally
linked to important developmental outcomes, such as health, cognition, subjective well-being, and
mortality” [28].
For this particular article, we have tested the soundness of our composite indicator of positive
outlook on later life in different thematic contexts. We take particular interest in gender and other
socioeconomic determinants, as well as subjective age [29] and loneliness, as crucial indicators of
quality of life [30]. Our analyses are divided into three steps: (1) constructing the positive outlook on
later life and ageing (POLA) scale and testing its internal consistency, (2) testing the scale’s external
validity using mean comparisons and correlation coefficients, and (3) determining the factors related
to a positive outlook on ageing. This study suggests that the three-item approach to measuring morale
by POLA is applicable in surveys, and moreover, by lowering the burden placed on older respondents,
it has the potential to produce better survey results among older populations.
Philadelphia Geriatric Center Morale Scale—The Inspiration
The original PGCM scale developed by Lawton [31] viewed subjective well-being as a
multidimensional concept and comprised 22 items measuring six separate dimensions of morale.
The need for a multidimensional approach to quality of life, along with an accessible format and
wording suitable for the senior population, were the main reasons for establishing a new type of
measurement [32]. In his later publication, Lawton, referring to the work of Morris and Sherwood [18],
revised the PGCM scale and presented a three-factor structure of 17 items representing the dimensions
of morale: Attitude Toward Own Aging, Agitation, and Lonely Dissatisfaction [32]. A version of the
PGCM scale in British English [33] was recommended for its high internal consistency and reliability
by the United Kingdom’s Royal College of Physicians and the British Geriatric Society in 1992 as an
assessment scale focused on the morale dimension of the quality of life among older populations [34].
The high correlation scores with the Life Satisfaction Index Z [35], the Short-Form Health Survey [15],
the Bradburn Affect Balance Scale, and the Life Satisfaction Index [16,18,36] led to the PGCM scale
becoming a widely used tool for the measurement of subjective well-being [37].
The PGCM scale comprised of 17 items later became the most used variant of the scale for measuring
the quality of life among older populations [33,38–43]. The various applications over the years across
research fields and countries such as Sweden [39–41], Spain [44], Finland [38,40], Hong Kong [17],
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Japan [19,45,46], Israel [47], Malaysia [48], and Turkey [15] eventually led to modifications of the scale.
These modifications aimed to improve several of the scale’s aspects, to consider possible measurement
errors, and to adjust the questionnaire to fit different cultural backgrounds. However, the differences
among applications vary to such an extent that full comparison is very complicated.
The original formal composition of the questions was modified, and some items were rephrased
during the transition from the Lawton version to the British English and Swedish versions [41]. Changes
were also made to the ATOA five-item subscale, which comprises dimensions such as perceived
usefulness, happiness, pep, and positive/negative feelings toward the past. An interesting comparison
was found by Levy, Slade, and Kasl [21], when their factor analysis showed that the ATOA subscale
loaded highly (above 0.8) on a single factor. The same result emerged from the studies by Liang and
Bollen [19] and by Kim, Jang, and Chiriboga [23]. Jung and Siedlecki [49] obtained good results with a
four-item subscale. However, a recent review of measurement properties [50] has pointed out that the
numerous modifications and inconsistencies of the ATOA have made an assessment of the quality of
the subscale very difficult.
The authors of the review [50] also raise concerns about the use of the ATOA and do not
recommend subscale as a measure of ageing self-stereotype. On the other hand, according to recent
studies, the ATOA, as an example of an indicator of awareness of ageing processes, produces compelling
results on various aspects of the lives of older adults [27,28]. The quest to find better and more usable
indicators for morale and positive outlook on ageing and later life is, therefore, still an open challenge
without a clear consensus. We therefore take this opportunity to propose a new brief scale inspired by
the PGCM’s ATOA, which we have utilized in several surveys on the various aspects of older people’s
lives and present it here for further discussion with the experts in the field.
2. Materials and Methods
In order to examine the options for alternative measures of positive outlook on later life as a possible
indicator of positive ageing, we used data from six different surveys. Each survey was conducted
in the Czech Republic as a part of separate empirical project, carried out between 2007 and 2016.
The data collection was commissioned to professional social research and market research agencies
observing ESOMAR standards, respecting the ethical standards for quantitative surveys, and ensuring
that informed consent was obtained prior to the interviews. The surveys were conducted as parts
of different research projects at the Faculty of Social Studies of Masaryk University or the Research
Institute for Labor and Social Affairs, sharing the same principal investigator and core scientific group
(for more details on the original research projects, please see https://starnuti.fss.muni.cz/). Data for all
surveys were collected using the PAPI method and respective interviewees were selected within the
respondent networks maintained by the agencies. The interviewees were exclusive for each of the data
collection events, and one survey collected 290 variables on average (minimum 255 and maximum 315),
with interviews lasting approximately 60 min on average.
The Ageism 2007 survey analysed the perception and prevalence of age discrimination in different
areas of social life among the adult population. Information on attitudes, values and experiences related
to concepts, such as age salience, perceived and experienced age discrimination, and attitudes towards
ageing and older people were collected. Here, the POLA scale as an ad hoc construct derived from the
PGCM was first used to test the hypothesis that people with a more positive outlook on later life have
also “better” scores in different measures of the awareness of aging processes, including subjective
age. Five years later, the survey was administered, under the name Ageism 2012, on a different set
of respondents. The Role Overload Survey in 2014 interviewed people aged 50–70 years about their
prevalent, conflicting, and rewarding social roles, with special attention to the grandparental role.
In 2011, a survey of older people living in large cities (Quality of Life in the City—QinCity) investigated
housing conditions, mobility, relations with neighbors, social and instrumental activities, perceptions
of changes to physical space and its age-friendliness, and other relevant enviro-gerontological issues
related to place-based quality of life. The survey had two parts—QinCity 1 was conducted in the
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14 largest cities in the Czech Republic, while QinCity 2 focused only on Prague (the Capital), Brno,
and Ostrava to strengthen the dataset [51]. Very similar topics were explored in the older populations
of small towns and rural areas in the RURAL Survey (2016).
For the purpose of this article, the data from all of the abovementioned surveys were combined
into one data file in order to gain a well-populated sample and test the soundness of the new proposed
measure in different thematic contexts. Only the relevant variables were brought to the new study
file and altered as follows. All of the variables used were transformed to make them comparable
(for example, if the codes for men and women were different in particular surveys, they were recoded
to the same values across all surveys). Data from respondents younger than 60 years were deleted from
the resulting file and therefore omitted from all analyses. The resulting dataset had 5190 respondents,
43 per cent men and 57 per cent women. The majority of respondents (41 per cent) had received
vocational training, a quarter (25 per cent) had completed full secondary education with the leaving
exam (“maturita”), and about one-tenth (11 per cent) had university degrees. The basic characteristics
of the original and resulting datasets are summarized in Table 1.
Table 1. The basic characteristics of the data used.
Data Source Number ofRespondents
Three-Item POLA
Scale (Mean) Age (Mean)
Female
(%)
Quality of Life in the City 1 1001 1.789 (0.464) 69.585 (6.961) 58.14
Quality of Life in the City 2 921 1.812 (0.489) 70.716 (8.085) 59.72
Ageism 2007 578 1.810 (0.418) 68.789 (6.339) 61.07
Ageism 2012 419 1.707 (0.454) 67.759 (5.808) 48.21
RURAL 1239 1.740 (0.454) 70.425 (7.555) 56.09
Role Overload 360 1.828 (0.415) 64.681 (3.335) 53.06
Total 4518 1.778 (0.457) 69.383 (7.179) 56.95
Note: standard deviations in parentheses. POLA = positive outlook on later life and ageing scale.
We utilized a three-fold analytical strategy. First, a three-item positive outlook on later life
and ageing (POLA) scale was constructed, and its internal consistency was tested using Cronbach’s
alpha test. (If the alpha is acceptable, the constructed scale measures a one-dimensional concept.)
Second, external validity tests were performed by showing the relation between the three-item POLA
scale and selected variables. If the constructed variable truly measured the “quality” of the outlook
on ageing, it should differentiate the respondents according to their physical age, sex, education,
subjective measure of loneliness as a proxy for social isolation, and other selected characteristics. Lastly,
the determinants of the three-item POLA scale were estimated using linear regression modelling.
3. Results
As the main dependent variable, we constructed a three-item positive outlook on ageing scale.
This scale is inspired by the Philadelphia Geriatric Centre Morale Scale [32] and the ATOA, in which
morale is a multidimensional concept defined as future-oriented optimism or pessimism regarding the
problems and opportunities associated with ageing [41]. Our measure tested here consists of a positive
outlook on the subject’s ageing, feelings of usefulness, and feelings of happiness, including a reflection
of the comparative dynamism of the life-course experiences of the individual respondent.
The scale is computed as the arithmetic mean of the three items—answers to three questions
concerning respondents’ feelings: “Do you have more or less pep for life than a year ago?”, “Do you
feel less or more useful than you felt when you were younger?”, and “Are you more or less happy as
you get older?”. These items were inspired by the subscales of the PGCM and the ATOA and were
tested by [32] as good predictors of expected outcomes. All answers were coded as 1—“things are
worse”, 2—“things are the same”, and 3—“things are better” than before. The introduction of a middle
variant has brought forward an aspect of the development dynamic, in comparison to the ATOA’s
“yes/no” answer options. Therefore, the resulting mean varies between 1 and 3, with higher numbers
Int. J. Environ. Res. Public Health 2020, 17, 9414 5 of 12
meaning more positive experiences of ageing, and lower numbers meaning more negative experiences
of ageing. The resulting measure is relational, as the respondents themselves decide what “(un)like
before” means for them with respect to the dynamic of the particular life stage.
The internal consistency of the newly constructed scale was tested using Cronbach’s alpha test,
with the alpha reaching 0.7292, which is acceptable. When omitting one of the three items from the
calculation, the alpha decreased to 0.6287, 0.6354, and 0.6621, respectively, meaning that no more
scale-purification was needed. For comparison, Lawton’s original version of the ATOA subscale
showed internal consistency, with alpha estimates of 0.81 [32].
According to Cronbach’s alpha test, the POLA scale measures a one-dimensional concept. All three
questions concern the same thing—positive outlook on future events related to ageing as a one form of
ageing successfully and their arithmetic mean can be utilized to obtain an internally consistent scale.
3.1. External Validity of the Three-Item POLA Scale
In order to demonstrate the validity of our newly constructed three-item POLA scale, we analysed
the relationship between the POLA scale and selected variables, both socio-demographic and
self-evaluative. We presumed that if our scale truly measured positive outlook on a life development
related to the ageing process as a part of morale, we would be able to find statistically significant
differences between different groups of respondents. Table 2 shows the differences in mean values of
the POLA scale for the categories of the three variables: data file (six categories), sex (two categories),
and education (four categories). Standard statistical tests (ANOVA and t-test) were performed in order
to test the statistical significance of the differences.
Table 2. The difference in the mean POLA scale according to the survey, sex, and education.
Variable Category Mean SD Significance of Statistical Test
Data file Quality of Life in the City 1 1.789 0.464
ANOVA F = 6.13, p = 0.0000
Quality of Life in the City 2 1.812 0.489
Ageism 2007 1.810 0.425
Ageism 2012 1.707 0.454
RURAL 1.740 0.454
Role Overload 1.828 0.415
Sex Male 1.784 0.443 t-test t = 0.2220, p = 0.8243
Female 1.778 0.470
Education Primary 1.657 0.463
ANOVA F = 38.02, p = 0.0000Vocational 1.784 0.448
Secondary 1.839 0.458
Tertiary 1.872 0.438
Note: SD = Standard deviation.
As seen in Table 2, there are statistically significant differences in mean POLA scale values among
all the datasets used. Interestingly, the differences in the POLA between the average man and the
average woman is quite small and not statistically significant. Despite that, the slightly more negative
results for women can be accounted for by the greater average age of women in our data files due to
the longer life expectancy of women (+6 years at birth) in contemporary Czech society. On the other
hand, differences in the mean values of the POLA scale by educational category are significant both
matter-of-factly and statistically. The higher the educational level, the better respondents were able to
manage the ageing process and see it positively. The difference was greatest between primary-educated
respondents and respondents who had completed secondary school without a final examination
(“maturita”). At higher levels of education, the differences were smaller. It should also be noted that
different topical contexts also deliver different results in the POLA with the survey on role overload
and grandparenting, the second round of the Ageism survey and the survey on ageing in the biggest
cities having statistically better results than the other three surveys. The Role Overload survey had
many questions on various activities and roles in later life, which may have led to a revelation that
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“life is not over”. From a more technical or practical point of view, this survey has also the lowest
average age of respondents, which represents an important intervening variable per se. In the case of
Ageism 2007, we tapped for the first time in our cultural context into the issues of ageism, finding that
the levels of perceived and reported age discrimination were much lower than in the later Ageism 2012.
The optimism could have been slightly higher in the first survey period than in the second, when the
levels of age discrimination notably rose. Unfortunately, none of these explanations works for the
differences in the Quality of Life in the City 1 and the Quality of Life in the City 2 surveys. They were
collected at almost the same time, and identical topics were asked and the second, more “positive”
sample was slightly older. One of the underlying reasons could be the structural disparities in the living
conditions and opportunities for “an active and positive” ageing experience in smaller cities outside
the largest regional centers [51], which were only covered in the second survey. Here, people may
have both better opportunity structures to exercise their pep and morale, as well as have, on average,
more favorable characteristics, such as higher formal education, which leads to slightly better results
in the POLA.
Subsequently, we used four continuous variables (which were not used to construct our three-item
morale scale) to test the external validity of the three-item POLA scale. Bivariate correlation (Pearson’s r)
was used to show the strength of the relations between the POLA scale and the respective variables.
As a first test variable, we used the physical age of respondents (varying from 60 to 97 with a mean of
69.38). The correlation between physical age and morale as measured on the scale is negative and strong
(Pearson’s r = −0.2522, p = 0.0000). The older the respondents, the less they seem to be eager about
the ageing process. The second variable used to test the scale’s validity was respondents’ subjective
age. This variable varied from 1 to 5 (mean 2.590) with higher numbers indicating respondents felt
subjectively younger and lower numbers indicating they felt subjectively older. The correlation
between subjective age and the POLA scale was positive and strong (Pearson’s r = 0.3981, p = 0.0000).
Respondents with higher morale (i.e., accepting their ageing more positively) felt subjectively younger
than respondents with lower morale. Another continuous variable suitable to test external validity
is subjective health evaluation. Respondents were asked whether they felt subjectively healthy or
unhealthy (coded as 1 and 10 respectively) or fell into any category (2–9) between these two points
(mean 5.584). The correlation between subjective health evaluation and morale scale was negative and
strong (Pearson’s r = −0.4239, p = 0.0000). Respondents with higher morale felt subjectively healthier,
or expressed the other way, respondents who felt subjectively healthier had higher morale. The last
variable we used to test our three-item POLA scale was loneliness. Respondents were asked to evaluate
their subjective feelings of loneliness, a variable that varies from 1 (meaning “I never feel lonely”) to 10
(meaning “I always feel lonely”) with a mean of 4.281. The correlation between loneliness and morale
was negative and strong (Pearson’s r = −0.4404, p = 0.0000). Respondents with higher morale felt less
lonely than respondents with lower morale, as measured by the POLA scale.
According to the external validity test, our newly constructed three-item scale truly measures the
relevant aspects of the morale concept, i.e., answers to the question of whether (or how much) the
respondent views his or her ageing process positively. We have shown that the morale scale decreased
with the level of education—more educated people were more positive even when growing older.
Correlation tests indicated that older respondents’ morale decreased in accordance with their aging
(both physically and subjectively). Morale also decreased with the subjective worsening of respondents’
health and with the deepening of their feelings of loneliness. All of the aforementioned results are
coherent with the expectations we had about the POLA scale, based on the previous studies presented
in the first section of this article.
3.2. Selected Determinants of the POLA Scale
Having showed that our three-item POLA scale can be aptly used to analyse issues related to the
ageing process, in the third step of our analysis, we estimated a set of regression models. The main aim
of this part of the analysis was to find the determinants which influence the POLA scale. Because one
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of the control variables was loneliness, which was not present in the Ageism 2007 or Ageism 2012 data
files, these two files were omitted from this part of the analysis. The results are summarized in Table 3.
Table 3. Determinants of the POLA scale (OLS regression, significance in parentheses).
M1 M2 M3
Variable Category Coeff. Coeff. Coeff.
Sex Male Ref. Ref. Ref.
Female 0.015 (0.327) 0.042 (0.004) −0.135 (0.320)
Education Primary Ref. Ref. Ref.
Vocational 0.076 (0.000) 0.037 (0.055) 0.039 (0.047)
Secondary 0.091 (0.000) 0.038 (0.073) 0.040 (0.063)
Tertiary 0.128 (0.000) 0.050 (0.074) 0.052 (0.064)
Age −0.006 (0.000) −0.001 (0.231) −0.003 (0.051)
Subjective age 0.091 (0.000) 0.090 (0.000)
Subjective health −0.048 (0.000) −0.048 (0.000)
Subjective loneliness −0.046 (0.000) −0.040 (0.000)
Interaction between
Sex and Age Male Ref.
Female 0.003 (0.120)
Interaction between
Sex and Loneliness Male Ref.
Female −0.009 (0.100)
Survey dummies . . . . . . . . .
Constant 1.651 (0.000) 2.024 (0.000) 2.129 (0.000)
N 3027 3027 3027
R2 0.1929 0.3176 0.3208
Note: The analyses were controlled for the survey using dummy variables, but the appropriate coefficients are not
presented in this table for clarity and simplicity.
We used our three-item positive outlook on later life and ageing (POLA) scale as a dependent
variable, and adopted the linear regression model, because the scale is continuous (varying from 1 to 3).
Due to the combination of data from four data files, the multi-level approach was considered and
rejected for two reasons. Firstly, the number of cases on level two (surveys, data files) was too small
(four). Secondly, the intraclass correlation coefficient ICC was insufficiently low (0.0026). Therefore,
we used single-level linear regression (OLS model) with survey dummy variables.
In Model M1, we used only objective information about respondents—sex, education, and age.
In Model M2, subjective information, such as subjective age, subjective health, and subjective loneliness,
were added. In the final model M3, the interactions between sex and age, and sex and loneliness were
added, because we expected the respective variables for men and women to have different influences.
The following results and interpretations are based on model M3 and are consistent with the
findings presented in the previous section. With a rising level of education, the POLA scale also rises.
Educated people are more positive and accept their ageing better than people with less education.
As shown by correlation coefficients, even in the regression model, the self-evaluation of respondents’
health is strongly connected with POLA scale values. People without health issues also have higher
morale than their counterparts with multiple health issues. Social capital and dense social networks of
high subjective quality help people in older age to accept their ageing more positively. In both the
correlation analysis and the regression models, the results are very coherent—people who feel lonelier
have lower morale; and people without feelings of loneliness have higher morale as measured by the
POLA scale.
Importantly, the impacts of age and loneliness are gender-specific. As they grow older, men view
their ageing process less positively than women, and their morale decreases. A sixty-year-old man has
a morale value of 1.808 (a woman of the same age has a morale value of 1.774). Man celebrating his
90th birthday, has morale value of only 1.715 (a woman of the same age still has a morale value of
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1.773). This result may be caused by, for example, lower life-expectancy for men connected with a
higher probability of their health deteriorating in older age [52], as negative attitudes to ageing are also
confirmed to be related to higher mortality [28,53,54].
On average, men feel less lonely (a mean of 3.939) than women (a mean of 4.531). However,
when becoming lonelier, men’s morale slightly decreases (morale value of 1.991 for a man who never
feels lonely, and a morale value of 1.963 for a man who always feels lonely), while women’s outlook on
ageing and prospective changes in later life remains stable, regardless of their subjective social isolation.
4. Discussion
In this article, we have formulated an innovative way to measure morale among older respondents.
Instead of the 22-item PGCM scale or even the five-item ATOA, which is time-intensive and expensive
when used in empirical surveys, we have suggested a three-item POLA scale. Jung and Siedlecki [49]
have also previously tried to scale down the number of items in the ATOA, proposing that the item
on usefulness should be cautiously examined. In their German sample of two age groups (40–60 and
61–74 years), this item shared less variance in common with the other items. In the POLA scale, on the
other hand, the usefulness has proven a good fit with the rest of the items, as omitting would decrease
the Cronbach’s alpha considerably. Moreover, the feeling of usefulness is an important part of overall
later life wellbeing [55], and as Grunenwald and her colleagues have repeatedly shown, low feelings
of usefulness lead to a greater hazard of mortality [56]. We would therefore strongly advocate for
inclusion of this item in future studies.
The scale introduced here consists of three questions, in which the respondents are asked to
compare their own perception of past and present experiences and sentiments in the following
categories: pep for life, feelings of usefulness, and happiness. Using Cronbach’s alpha, we have
demonstrated the internal consistency of the scale. Using mean comparisons (with statistical tests such
as the t-test and ANOVA) and the correlation coefficients, we have shown that the scale works according
to our expectations. More educated, younger, with lower subjective age, healthier, and less lonely
people have higher morale than their less-educated, (subjectively) older, less healthy, and more lonely
counterparts. In the third part of our analysis, we had sought to find the determinants of POLA-related
morale. Since we propose the POLA scale as a new approach to measure morale and positive outlook
on ageing, we would need further studies conducted in other cultural contexts and language variations
to discuss the results comparatively. However, the ATOA and other awareness-of-ageing-processes
studies, if we would use them as a proxy to put our results into the broader context, bring very
similar results. Konradt, Siebert and Wahl [25] have found ATOA to be substantially correlated with
sociodemographic and health variables in their study of midlife and later life cohorts in Germany.
As already mentioned earlier, the optimism in ageing perception has been linked to health, and even
mortality, in several longitudinal studies [21,24,28,53,54,57], which supports our finding that subjective
health is an important covariate.
Our results slightly differ with regard to the role of gender; unlike in other studies, we have
found no substantial gender differences. This is, however, not unusual, as similar, culturally specific
results have been found, for example, in the loneliness measures. These typically show variation
by gender [58–60] but have been found gender invariant by a study conducted with older Czech
adults [60]. Loneliness has been a considerably suitable discriminating covariate for the POLA scale,
as the lack of meaningful social contacts was associated with a less positive outlook on ageing, proving
that loneliness is one of the most pronounced negative experiences associated with ageing. The overall
good fit of all the concepts followed here supports our argument that the POLA scale may be a very
useful tool for exploring the notion of ageing processes awareness and self-perception, densely filled
with meanings and experiences of (not only) older adults and well discriminating the subtle nuances
of ageing as a successful, active, and productive enterprise.
Our study has, of course, some limitations which should be addressed in future studies. The first
limitation is that the Czech data files were collected over a relatively short period. Future analyses should
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be performed with international datasets covering more countries and longer periods. More control
variables could be used to test the external validity of our morale scale, such as the size of the
town in which the respondents lived, objective measurements of their physical and mental health,
their economic situation, and family size, to name a few. Most of these were not available in our
datasets or were available only in some of the surveys we used. Further studies would need to address
the age-period-cohort effect [61] and try to disentangle the role the process of ageing as such from the
underlining cohort and generational impacts, including the role of the more general societal milieu
for different age cohorts at different points in time and life-course positions, all of which may have
an influence over the outlook on (or the perception of) ageing as a process happening “right now” in
comparison to “how it was before” or “how it was expected or planned”. In our dataset, we are not
able to quantify those the differences in morale and the pace and direction of change that may occur for
a 70- and a 90-year-old. As the age awareness concepts are multi-layered and complex, in our approach
here, the character of our data forced us to stick with age differences, but we are aware that as a result
we may not be able to see a potentially important part of the whole picture. Hopefully, future use of
POLA, preferably in longitudinal studies, will be able to overcome this limitation. Open for further
study is also the developmental dynamics of attitudes and experiences building up the resulting
morale (cf. [25]). Last, but not least, the correlation between our POLA scale and the original PGCM
and ATOA scales should be calculated using datasets in which all necessary variables are available.
This would, among others, also prove or dismiss our argument for using three answer options instead
of the dual “yes/no” options used in ATOA.
5. Conclusions
In the fields of gerontology, socio-gerontology, the sociology of age and ageing, ageing studies,
psychology, and related disciplines, “commonly used awareness of aging processes constructs referring
to the ongoing experience of the aging process encompass concepts such as subjective age, attitudes
toward one’s own aging, self-perceptions of aging, and awareness of age-related change. Awareness
of aging processes also incorporates elements that are more pre-conscious in nature, such as age
stereotypes and culturally held notions about the aging process” [26]. The interest within these
disciplines in such concepts is driven by the ageing of the population with higher prominence of
ageing-related topics on the one hand, and by the increasing importance of the quest for improved life
quality and social inclusion on the other. Notwithstanding the abovementioned limitations, we are
convinced that our three-item POLA scale can be used without concern in every survey, where economy
or other limitations prevent the use of the full PGCM scale. As shown in previous studies, especially
when interviewing older respondents, the length of the interview can influence the quality of the
data obtained (cf. [62]). Finding alternatives to the 22-item scale with a three-item scale can thus be
very helpful and has the potential to produce better results in older respondents by decreasing the
burden placed on them by long interviews and by improving their rapport and cooperation with the
interviewer [63].
As a result, the abovementioned concepts will prove useful if they find ways into broadly
interdisciplinary research on ageing, as well as outside academia. The tools for measuring positive
outlook on ageing, openness to changes and the willingness to embrace them may provide a hint
regarding powerful coping strategies which are key for achieving well-being [64]. Our proposed
measure for positive outlook on ageing and later life—the POLA scale—may serve this purpose, as it
seems to be discriminating well the “winners” of the ageing processes; it may be used to look for other
important aspects which can then be treated by appropriate interventions, as in the case of loneliness.
At the same time, the POLA scale is easy to disseminate, and works well in various thematical contexts.
Based on the limited but promising analysis we have provided to support our argument on the
functionality and usability of the newly proposed scale, we can also say that modifying and supporting
a positive outlook on ageing and later life in older adults may have the potential to impact a broad
range of health and successful ageing-related outcomes.
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26. Vidovićová, L. Stárnutí, Věk a Diskriminace: Nové Souvislosti; Masarykova Univerzita:
Brno, Czech Republic, 2008.
27. Kavirajan, H.; Vahia, I.V.; Thompson, W.K.; Depp, C.; Allison, M.; Jeste, D.V. Attitude Toward Own Aging
and Mental Health in Post-menopausal Women. Asian J. Psychiatry 2011, 4, 26–30. [CrossRef] [PubMed]
28. Dutt, A.J.; Wahl, H.W.; Diehl, M. Awareness of Aging Processes. In Oxford Research Encyclopedia of Psychology;
Oxford University Press: Oxford, UK, 2018. [CrossRef]
29. Bodner, E.; Ayalon, L.; Avidor, S.; Palgi, Y. Accelerated increase and relative decrease in subjective age and
changes in attitudes toward own aging over a 4-year period: Results from the Health and Retirement Study.
Eur. J. Ageing 2017, 14, 17–27. [CrossRef] [PubMed]
30. Tiit, E.-M.; Saks, K. Subjective Quality of Life of Care-Dependent Older People in Five European Union
Countries. In Care-Related Quality of Life in Old Age: Concepts, Models and Empirical Findings; Vaarama, M.,
Pieper, R., Sixsmith, A., Eds.; Springer: New York, NY, USA, 2008; pp. 153–167. [CrossRef]
31. Lawton, M.P. The dimensions of morale. In Research, Planning, and Action for the Elderly; Kent, D.,
Kastenbaum, R., Sherwood, S., Eds.; Behavioral Publications: New York, NY, USA, 1972; pp. 144–165.
32. Lawton, M.P. The Philadelphia Geriatric Center Morale Scale: A revision. J. Gerontol. 1975, 30, 85–89.
[CrossRef] [PubMed]
33. Challis, D.; Knapp, M. An Examination for the PGC Morale Scale in an English Context; University of Kent,
PSSRU: London, UK, 1980.
34. Royal College of Physicians and the British Geriatric Society. A Report of Joint Workshops of the Research Unit of
the Royal College of Physicians and the British Geriatric Society: Standardised Assessment Scales for Elderly People;
Royal College of Physicians and the British Geriatric Society: London, UK, 1992; pp. 16–17.
35. Kozma, A.; Stones, M.J. Social desirability in measures of subjective well-being: A systematic evaluation.
J. Gerontol. 1987, 42, 56–59. [CrossRef]
36. Lohmann, N. Correlations of life satisfaction, morale and adjustment measures. J. Gerontol. 1977, 32, 73–75.
[CrossRef]
37. Wenger, G.C.; Davies, R.; Shahtahmasebi, S. Morale in old age: Refining the model. Int. J. Geriatr. Psychiatry
1995, 10, 933–943. [CrossRef]
38. Niklasson, J.; Näsman, M.; Nyqvist, F.; Conradsson, M.; Olofsson, B.; Lövheim, H.; Gustafson, Y. Higher
morale is associated with lower risk of depressive disorders five years later among very old people.
Arch. Gerontol. Geriatr. 2017, 69, 61–68. [CrossRef]
39. Hedberg, P.; Gustafson, Y.; Brulin, C. Purpose in life among men and women aged 85 years and older. Int. J.
Aging Hum. Dev. 2010, 70, 213–229. [CrossRef] [PubMed]
40. Näsman, M.; Niklasson, J.; Nygård, M.; Olofsson, B.; Lövheim, H.; Gustafson, Y.; Nyqvist, F. Risk factors
for a decrease in high morale in very old people over a 5-year period: Data from two Nordic countries.
Eur. J. Ageing 2020, 17, 31–41. [CrossRef] [PubMed]
41. Niklasson, J.; Conradsson, M.; Hörnsten, C.; Nyqvist, F.; Padyab, M.; Nygren, B.; Olofsson, B.; Lövheim, H.;
Gustafson, Y. Psychometric properties and feasibility of the Swedish version of the Philadelphia Geriatric
Center Morale Scale. Qual. Life Res. 2015, 24, 2795–2805. [CrossRef] [PubMed]
42. Felton, B.J.; Hinrichsen, G.A.; Tsemberis, S. Urban-suburban differences in the predictors of morale among
the aged. J. Gerontol. 1981, 36, 214–222. [CrossRef]
43. Yamashita, K.; Iijima, K.; Kobayashi, S. Relationship among activities of daily living, apathy, and subjective
well-being in elderly people living alone in a rural town. Gerontology 1999, 45, 279–282. [CrossRef]
Int. J. Environ. Res. Public Health 2020, 17, 9414 12 of 12
44. Stock, W.A.; Okun, M.A.; Gomez-Benito, J. Subjective well-being measures: Reliability and validity among
Spanish elders. Int. J. Aging Hum. Dev. 1994, 38, 221–235. [CrossRef]
45. Araki, A.; Ito, H. Development of elderly diabetes burden scale for elderly patients with diabetes mellitus.
Geriatr. Gerontol. Int. 2003, 3, 212–224. [CrossRef]
46. Imanishi, M.; Tomohisa, H.; Higaki, K. Impact of continuous in-home rehabilitation on quality of life and
activities of daily living in elderly clients over 1 year. Geriatr. Gerontol. Int. 2017, 17, 1866–1872. [CrossRef]
47. Shmotkin, D.; Hadari, G. An outlook on subjective well-being in older Israeli adults: A unified formulation.
Int. J. Aging Hum. Dev. 1996, 42, 271–289. [CrossRef]
48. Loke, S.C.; Abdullah, S.S.; Chai, S.T.; Hamid, T.A.; Yahaya, N. Assessment of factors influencing morale in
the elderly. PLoS ONE 2011, 6, e16490. [CrossRef]
49. Jung, S.; Siedlecki, K.L. Attitude toward own aging: Age invariance and construct validity across middle-aged,
young-old, and old-old adults. J. Adult Dev. 2018, 25, 141–149. [CrossRef]
50. Burton, A.E.; Dean, S.E.; Demeyin, W.; Reeves, J. Questionnaire measures of self-directed ageing stereotype
in older adults: A systematic review of measurement properties. Eur. J. Ageing 2020. [CrossRef]
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